Still the gradual approximation of the sides of the pelvis, at the extremities of the transverse diameters, as the ? head descends, makes it assume, long before the floor of the pelvis is reached, a position such that its antero-posterior axis coincides more or less accurately w7ith one or other of the two oblique diameters of the pelvis, so that in difficult cases of obstructed labour, with the occiput backwards, it is seldom that the ordinary short forceps has strength and length enough to grasp the head ; consequently, we require, as a rule, to employ the longer curved instrument?a necessity which is, as I shall have to point out by-and-by, not unattended with Considerable risk to the soft parts, provided the rotation movement of the head takes place while we are engaged in the traction efforts.
. The great bulk of the cases presenting the occiput backwards terminate quite naturally without any assistance whatever. Indeed, they may be found to terminate with more than the usual celerity at the latter part of the second stage. This, however, is do, the self-same plastic condition of the child's head, acting through the bregma, which is now the part exposed to least resistance, wedges it more and more into the unsupported space, and thus very quickly renders rotation of the forehead backwards, and consequently also rotation of the occiput forwards, impossible; so that the same plastic condition of the head which affords the best explanation of the causation of the proper rotation forwards, likewise explains best the failure of that rotation when the head is large.
That, however, pelvic speciality of conformation has much to do with these irregular positions, the frequency with which they recur in the same woman very pointedly attests.
In Suppose we have to deal with a case in which the occiput originally presented to the left and posteriorly; when the head is engaged in the outlet of the bony pelvis, it will be found to rotate under the influence of traction efforts alone; and as it does so, it throws the blades of the forceps, which were originally applied solely with reference to the pelvic cavity, and in such a manner that the line joining the central point of each fenestra would pass nearly transversely across the pelvis, into an oblique position. The left blade is now pushed upwards with considerable force towards the upper extremity and left side of the external genital fissure, whilst the right blade is turned downwards and made to project its sharp free border against the perinaeum.
Suppose now the pains are severe, or the traction efforts continued, we are very apt to have the vagina injured in both the situations-referred to?viz., in the region of the left labium minus anteriorly on the left side, and posteriorly on the right, more or less to the right of the central line of the perinseum.
Besides these risks it is exceedingly important to notice that the blade, which is in relation -to the occipital extremity of the foetal head, is usually found to have been applied so as to receive the occipital tuberosity between the limbs of its fenestra. This part projects considerably between the limbs of the fenestra, and it requires some care to free the occiput from between the limbs before the blade of the forceps can be removed. If now, in our anxiety to avoid rupture from the awkwardly oblique position into which the blades have got, we attempt to withdraw the left blade too rashly, we are very apt to aggravate very much, if not occasion, the veiy tear on the left side, which we desire to prevent.
Such being the case, it has become my practice to remove the blades of the forceps so soon as the head is all but cleared of the bony pelvis, and preventing recession of the head by the assistance of passive pressure upon the forehead by the fore finger of the right hand in the anus, aided by gentle pressure on the abdomen by means of the left hand, to wait till the pains are able to complete the delivery, if that is at all possible, guardedly aiding the effect of such pains by Yon Ritgen's manipulation. The head, which as yet has only partially rotated as a general rule, now gradually and slowly completes the rotation so as to bring the sagittal suture nearly to coincide with the antero-posterior mesial plane of the body, and at the same time the soft parts are slowly and safely dilated ; but if the resistance of the perinseum is too great, or the uterine action completely in abeyance, the practitioner is obliged to reintroduce the forceps, and thereby effect delivery.
I have often thought that if one had always at hand a pair of straight forceps on these occasions, it would be advantageous to remove the curved blades when the head had been pulled well down into the outlet of the bony pelvis, and then, fixing it there by regulated pressure upon the abdomen, to apply straight instruments, and complete the delivery by their means. I have never been fortunate enough to have both sets of instruments with me at a case of this kind; but on the first opportunity that occurs to me, within easy reach of a short pair, I mean to try the effect. The short forceps could of course be allowed to rotate in any direction at will, without the slightest fear of bad results.
These 
